by their relationship with patients, and 76.3% anaesthetists wanted to change their work. The mean score of MFI and job demand of our sample were 50.6 (SD: 12.5) and 36.1 (SD: 4.1), respectively. Multivariate logistic regression analysis (Table 1) showed that salary dissatisfaction significantly increased the incidence of depressive symptoms with adjusted odds ratio (OR) 1.9 (1.1-3.6). Meanwhile, physical fatigue, mental fatigue, and high job demand were significantly associated with depressive status, where the adjusted OR were 4.4 (2.2 -8.7), 2.5 (1.3-5.0), and 2.0 (1.1 -3.6), respectively.
Our finding demonstrated that a large percentage of anaesthetists in China faced unsatisfactory working conditions and a higher level of fatigue and job demand compared with normal care workers, 5 which could be risk factors of depressive symptoms. It also indicated that nearly two-thirds of Chinese anaesthetists suffered from depressive symptoms. For the sake of anaesthetists' health and patients' safety, mental health status of anaesthetists should receive more attention. As countermeasures to reduce depressive symptoms among Chinese anaesthetists, management of work arrangement and education of coping techniques for work stress with the purpose to improve anaesthetists working conditions and mental health should be considered.
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Editor-In the article by Raum and colleagues, 1 the new proposed emergency trauma score (EMTRAS) correlated with mortality. Moreover, EMTRAS was rapid and easy to obtain considering its four subscores (age, Glasgow come scale, emergency room prothrombin time, base excess: ranging from 0 to 3 each). 1 We retrospectively tested the usefulness of EMTRAS in a cohort of 324 patients admitted for major trauma from July 2007 to December 2011 in the intensive care unit of a referral trauma centre (Careggi Teaching Hospital, Florence, Correspondence Italy), which is a 'hub' centre in a hub-and-spoke regional trauma service of Tuscany.
In the population examined, the mortality rate was 11.5%, lower than the 18.9% in the German validating group of the original paper by Raum and colleagues, but EMTRAS calculations were still effective in predicting mortality (AUC 0.802). In our trauma population, EMTRAS lacked the efficacy shown in the German validating group. Our patients were similar to those in the German study with regard to characteristics of trauma, age, and gender, but our mortality rate was significantly lower, even considering that trauma severity inclusion criteria were similar in both groups (ISS .15 in our population, ISS .16 in German sample). We also found a slightly lower efficacy of EMTRAS in predicting mortality (AUC 0.802). In particular, we observed that when a score of 5 was reached, the mortality rate started to increase significantly. In fact, the mortality rate for the patients (n¼230) included in the subgroup with an EMTRAS value between 0 and 4 was 4.78%, while in patients with EMTRAS ≥5 (n¼94), the mortality rate was 25.5%. The mortality rate for single EMTRAS score is shown in Table 1 .
As previously mentioned, our trauma regional service is organized with hub-and-spoke centres. In this context, a cut-off value of EMTRAS could be useful in peripheral (spokes) hospitals, where a CT scan might not be immediately available, but where EMTRAS parameters normally are. This new characteristic of EMTRAS needs further validations, but it could be extremely useful in trauma care. EMTRAS could play an important role both to assess trauma severity and in helping clinicians in deciding for an early transfer of trauma patients to higher level hospitals. Editor-Sickle cell disease (SCD) is a common form of clinically significant haemoglobinopathy.
1 Although subclinical peripheral nerve involvement may be observed in SCD, 2 no peripheral neurological impairment has been reported after nerve block in patients with SCD. Only one case of peripheral neuropathy has been reported after spinal anaesthesia. 3 We report a case of peripheral neuropathy after a popliteal sciatic nerve block in a patient with SCD. A 54-yr-old woman presented for right foot surgery. Her medical history included severe SCD (haemoglobin S-C). The results of clinical preoperative neurological examination were normalandapoplitealsciaticnerveblockwasplannedforsurgery.
By mistake, a left popliteal ultrasound-guided block was performed. Ninety-five milligrams of ropivacaine with 75 mg of clonidine were injected incrementally, without report of pain or paraesthesia and no intraneural injection was detected. The patient was informed of this side error and a new block was administered on the right limb after the same protocol without any problem. Surgery was performed without tourniquet and intraoperative and immediate postoperative courses were uneventful.
On Day 1 after surgery, the patient reported persistence of sensory and motor block in the sciatic nerve area on both sides. She was discharged home at Day 4, without improvement at neurological examination. At Day 30, paraesthesia and weakness in both legs and feet persisted. At Day 40, electroneuromyography showed decreased bilateral amplitudes of potentially prolonged distal latencies, and slowing conduction velocities in the sciatic nerves at sensory and motor investigations (Fig. 1) , consistent with a diagnosis of axonal loss and demyelinating neuropathy. At 10 weeks, electroneuromyography showed a significant improvement in these parameters, suggesting a diagnosis of moderate acute polyradiculoneuropathy, which was spontaneously regressive (Fig. 1) . At 6 months, clinical examination showed significant improvement and 2 yr after surgery, neurological examination was almost normal.
Several mechanisms may explain the occurrence of neuropathy after single-shot peripheral nerve blocks. Intraneural injection of local anaesthetic, direct needle trauma, and 
